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Disabled children are at increased risk of maltreatment compared to their typically developing 
peers. Maltreatment in childhood leads to costly long term health conditions and decreased 
quality of life. Caregivers of disabled children have described that they feel unprepared to 
recognize abuse and lack the understanding of the procedure for reporting and referring for 
services when they suspect abuse. This educational program was offered in response to this 
identified need with the aim to increase caregiver’s knowledge on maltreatment in disabled 
children. The presentation informed caregivers on signs, symptoms and behaviors observed in 
children who are being maltreated to help promote earlier recognition, reporting and referral for 
services. This project utilized a pre/posttest survey design to assess caregiver knowledge on the 
topic before and after the educational presentation. Test scores were analyzed using Statistical 
Package for Social Sciences (SPSS). Data analysis demonstrated that there was an increase of 
greater than 10% in scores from pretest to posttest, which indicated an increase in knowledge and 
success of the educational presentation. A final question included only on the posttest asked 
participants if they felt that this educational offering increased their knowledge on the topic; this 
was met with an overwhelming response of yes, at (97.7%). Implications for practice suggest that 
offering educational programs in the community can improve caregiver knowledge on 
maltreatment in children. Providing education that promotes the recognition of the problem and 
equips caregivers with resources needed for reporting and referring for services can impact the 




Background and Significance 
Statement of Problem 
Violence against children is a significant public health problem both nationally and 
globally. This problem has been described as one of the greatest threats facing children today 
and includes both disabled children and typically developing children (Govindshenoy & 
Spencer, 2006; Hibbard, Desch, American Academy of Pediatrics Committee on Child Abuse 
and Neglect [AAPCOCAN], American Academy of Pediatrics Council on Children with 
Disabilities [AAPCOCWD], 2007; Jordan & Moore-Nadler, 2012; Murphy, 2011). In 2011 
more than 3 million cases of child maltreatment were reported to the Department of Health and 
Human Services (DHHS) in the United States. Of these, 2 million were investigated with 22% 
being substantiated. This percentage estimates to approximately 500,000 substantiated cases of 
abused children that year, which included 1,560 pediatric fatalities. Despite this seemingly large 
number of reported cases, it is surmised that only one third of children who are maltreated are 
ever identified and the problem properly addressed. Non-recognition, non-reporting and under-
reporting leaves children vulnerable to additional abuse and even death (Horner, 2011; Jordan & 
Moore-Nadler, 2012). 
Violence against children with disabilities is an even greater problem, with the true 
magnitude being unknown and difficult to quantify (Jones et al., 2012; Murphy, 2011). Several 
studies have identified that children with disabilities are 3 to 4 times more likely to be abused or 
neglected than their typically developing peers and these numbers are thought to be largely 
underestimated (Govindshenoy & Spencer, 2006; Hibbard, Desch, AAPCOCAN, & 
AAPCOCWD, 2007; Jordan & Moore-Nadler, 2014; Mueller-Johnson, Eisner, & Obsuth, 2014; 
Murphy, 2011; Sullivan & Knutson, 1998, 2000). In 2012, the numbers of child maltreatment 
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reported nationally were similar to 2011; these numbers can be further broken down to show 
that this is equal to 9 victims per 1000 children. Of these victims 13.3% were reported as 
having a disability. The DHHS defines disability as including “intellectual disability, emotional 
disturbance, visual or hearing impairment, learning disability, behavioral problems or another 
medical problem” (U.S. Department of Health and Human Services [DHHS], 2013). 
The state of North Dakota and the rest of the country does keep public record of child 
abuse, however some states including North Dakota do not currently record if the abused child 
has a disability. To give a better understanding of child maltreatment in North Dakota, Child 
Protective Services (CPS) records show that in 2012 in North Dakota they responded to 6,172 
reports of child maltreatment with 1,442 cases substantiated. North Dakota did report one child 
fatality due to maltreatment in 2012 but there is not a notation as to whether this child had a 
disability (DHHS, 2013). This is an important issue for North Dakota as the state does not 
differentiate between abuse in typically developing and disabled children which results in lack 
of accurate information on the degree of the problem and thereby inability to address and direct 
for services. 
In 2011, a Children’s Advocacy Center (CAC) in Burleigh County in North Dakota 
implemented a task force to better address the disparity related to the identification of 
maltreatment of disabled children in the community. Upon reviewing records, it was shown that 
less than 1% of cases seen at the CAC involved a child with a disability, leading to the 
conclusion that either abused children with disabilities were being missed or there was 
underreporting of disability status (CAC Director, personal communication, Sept 26th, 2014). 
Further analysis of data obtained using the Victims of Crime Acts (VOCA) database 
(2007- 2013), among children seen at this particular CAC, less than 1% were identified as 
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being disabled. The percentages for each year are as follows: 2007 (0.91%), 2008 (0.96%), 
2009 (0.95%), 2010 (0.97%), 2011 (0.92%), 2012 (0.91%), and 2013 (0.87%). 
According to Sullivan and Knutson (2000) children with disabilities are 3.4 times more 
likely to be maltreated than their nondisabled peers. They further clarify in their study looking 
at the prevalence of abuse and neglect among disabled children, that disabled children had a 
31% prevalence rate of overall maltreatment. In Burleigh County in 2013 there were 1,332 
students identified as disabled, hypothetically, if 31% of these children were maltreated this 
would equal approximately 412 cases of maltreatment that should have been investigated 
through the local CAC. However the CAC reported that their statistics showed that of cases 
investigated in 2013, less than 1% were identified as a child with a disability. This equated to 
only 13 cases seen at the CAC identified as maltreatment involving a child with a disability. 
(National Children’s Alliance (NCA) Trak). This is likely a gross underrepresentation of the 
magnitude of the problem in Burleigh County and in North Dakota in general. These numbers 
reflect the urgency of the problem and the need to identify local barriers to identification and 
reporting and to create action to accomplish this. 
Significance to Health Care 
Awareness of maltreatment in children and knowledge of signs, symptoms and behaviors 
of maltreatment in children with disabilities can provide the framework for implementation of 
education initiatives that promote early identification and reporting of abuse. Reliable estimates 
of the number of children with disabilities that are maltreated is needed to support the 
development of effective population-level public health programming that prevents these 
children from becoming victims of violence and improves their health and quality of life (Jones 
et al., 2012). 
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Research on violence against children typically focuses on maltreatment which consists 
of physical and sexual abuse and emotional abuse and neglect. For the purposes of this capstone 
project the definition of abuse includes neglect, exposure to domestic violence, emotional 
maltreatment, and physical and sexual abuse. The definition of disability includes all variations 
of disabilities including, cognitive/learning, motor/sensory deficits, and any other physical, 
mental or emotional impairment (Govindshenoy & Spencer, 2006; Hibbard, Desch, 
AAPCOCAN, & AAPCOCWD, 2007; Jordan & Moore-Nadler, 2014; Mueller-Johnson, Eisner, 
& Obsuth, 2014; Sullivan & Knutson, 1998, 2000). 
Exposure to violence in childhood has been linked to lifelong social, emotional and 
cognitive impairments. Obesity and high risk health behaviors such as substance abuse, early 
sexual activity and smoking have also been linked to childhood violence. Mental health and 
social issues such as anxiety, depression, hallucinations, impaired work performance, memory 
problems and aggression have been found in the literature to be linked to childhood violence 
exposure. Other risks in later life linked to violence in childhood include lung, heart and liver 
disease, sexually transmitted diseases and even fetal death in pregnancy. Intimate partner 
violence and suicide attempts in adulthood have been found in several studies to be linked to 
early violence exposure (Jaudes & Mackey-Bilaver, 2008; Jordan & Moore-Nadler, 2014; 
Piheiro, 2006). Childhood violence and maltreatment has severe economic impact related to the 
emotional and physical difficulties that it precipitates. In 2010, the estimated average lifetime 
cost per victim of nonfatal child maltreatment was $210,012. The average lifetime cost per death 
is $1,272,900. This projects to costing the United States in excess of $124 billion dollars 
annually. This is comparable to other costly chronic health conditions such as stroke and type 2 
diabetes with lifetime costs per person of $152,846 and $181,000-$253,000 respectively. The 
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high economic cost to individuals, health care systems and the nation highlights the importance 
of recognition and initiation of preventative efforts (Fang, Brown, Florence & Mercy, 2012). 
Theoretical Foundation 
This capstone project focuses on educating community caregivers, such as teachers, 
medical providers, daycare providers and day program aides of disabled children on the signs, 
symptoms and behaviors that can be observed in children that are being maltreated. It also serves 
to raise awareness of the issue of maltreatment of children overall. This project strives to provide 
caregivers with knowledge and resources necessary to report maltreatment and intervene when 
abuse is suspected. 
This project is based on the theoretical foundation of the middle range nursing theory of 
Cynthia Armstrong Persily and Eugenie Hildebrandt titled the Theory of Community 
Empowerment. This theory provides a framework for research and practice by allowing for the 
development of interventions for individuals and communities through transfer of knowledge 
by nursing professionals. The theory was designed to allow for a community involvement 
approach that encourages people of the community to expand their knowledge and increase 
their ability to make health care decisions that affect their communities (Persily & Hildebrandt, 
2008). In her original studies, Hildebrandt (1994) worked with groups in South Africa using an 
exploratory descriptive design to allow for development of self-care strategies to meet health 
needs of the population. 
This theory is comprised of three major concepts which are involvement, lay workers 
(community members) and reciprocal health. The first concept of involvement occurs when the 
community recognizes or identifies their mutual needs, resources and barrier’s and from this are 
able to ultimately respond to a problem that the community is facing. The community builds 
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support and mounts a response through planning, implementation and intervention. The second 
concept is lay workers and addresses those individuals indigenous to the community that are able 
to reach out and encourage others in the community and assist with forward movement of the 
identified community need. The final concept of this theory is reciprocal health. This is the 
community’s actualization of potential which occurs when health care professionals (nurses) 
have facilitated the process of change by sharing information, teaching and supporting the 
community members to identify and participate in the management of the health problems for 
self, family and their community. These concepts lead to the desired outcome of community 
empowerment as community members participate proactively to improve their community’s 
health (Persily & Hildebrandt, 2008). 
This capstone project utilizes the framework of the Theory of Community Empowerment 
to mount a response that addresses the maltreatment of disabled children. A need in the 
community has been identified (inability to recognize maltreatment in disabled children and 
report and refer as necessary), action taken by community members (lay workers) through 
participation in an educational program provided by a health care professional (Nurse 
Practitioner), which then empowers the community to accomplish a new level of health for the 
identified children and ultimately the community as a whole. This project is designed utilizing 
the concept that the health care professionals and the community work together to share 
knowledge for the health promotion of the children in the community (Persily & Hildebrandt, 
2008). Figure 1 represents an adaptation of the Theory of Community Empowerment where 





Figure 1. Adaptation of Theory of Community Empowerment. 
 
Literature Review 
Literature review was completed utilizing the databases of CINAHL, PubMed, 
ClinicalKey, and Cochrane. Several search terms were employed in a combination of free text 
phrases and controlled vocabulary terminology. These terms and phrases included “child abuse”, 
“child maltreatment”, “abuse of disabled children”, “disability in children”, “maltreatment of 
disabled children”, “violence in children”, “violence in disabled children”, “recognition of abuse 
in children”, “recognition of abuse in disabled children” “reporting of abuse in children” and 
“reporting of abuse in disabled children”. The overall goal of these terms and phrases was to 
identify articles in which a knowledge gap was identified by caregivers regarding ability to 
recognize maltreatment and comfort in reporting and referring for services. Additional search 
strategies employed included review of references of retrieved studies, and internet searches for 
grey literature. 
In 1988 The Child Abuse Prevention, Adoption and Family Services Act in the United 
States mandated that the maltreatment of children with disabilities be studied. However, since 
that time little progress has been made in this area of research. Many studies have succeeded in 
showing that children with disabilities are at increased risk for abuse, however this concept has 
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been controversial as there continues to be many barriers to identifying this. These barriers 
include: a lack of clear definitions of disability and abuse, lack of clarity of whether disability 
was present prior to abuse or was a result of abuse, lack of disabled individuals involved in 
research themselves and varying quality and design of studies that do not allow for increased 
understanding of the prevalence and incidence. Despite these particular limitations, research 
across professions involved with the care of children has revealed a common theme. Community 
caregivers of children (disabled and typically developing) do not feel adequately prepared and 
lack knowledge regarding how to recognize signs, symptoms and behaviors of abuse; how to 
report abuse if they are suspicious and where to refer for services if needed. The community 
caregivers of study focus in the literature included teachers, medical providers, nurses, daycare 
providers and other community members (Alvarez, Kenny, Donohue, & Carpin, 2003; Flaherty 
et al., 2006; Feng & Levine, 2005; Herendeen, Blevins, Anson & Smith, 2014; Kenny, 2004; 
Kirankumar, Noorani,Shivprakash, & Sinha, 2011; Lazenbatt & Freeman, 2006; Pietrantonio et 
al., 2012; Schols, de Ruiter, & Ory, 2013). Additionally, the limited research identified includes 
articles spanning the last decade and a half and research from around the globe.   
A cross-sectional survey design study by Lazenbatt and Freeman (2005) studied a sample 
of 419 nurses, physicians and dentists that worked in primary care in Northern Ireland from 
2002-2003. The aim of the study was to understand these professionals self-reported ability to 
recognize child abuse and assess their educational needs on the topic. This study utilized a 
stratified sampling framework to randomly select participants from a list of all nurses, dentists 
and physicians in North Ireland. The minimum sample size needed for results to be significant 
was 146 from each profession utilizing a standard error of 4%. Actual response rate was 139 
nurses, 147 physicians, and 133 dentists. A 95% confidence interval was used and a prevalence 
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of 50% for any answer was used for calculation. Participants were mailed a two-page 
questionnaire based on literature on child abuse which was a piloted questionnaire. The results of 
this study showed that physicians had some ability to recognize and report abuse (18%), nurses 
also showed some ability to both recognize and report abuse (44%), additionally they showed a 
willingness to be involved in detecting abuse and dentists lacked the ability to recognize, report 
or be involved. Themes that developed in this study were fear of misidentification (providers 
fearing that they would cause trouble for families and themselves if they misdiagnosed abuse) 
and incompetency to identify or report, which figured to 79% of participants. Ninety-nine 
percent of participants responded that they wished for multidisciplinary workshops, in-service 
education, and accessible training tools to improve their knowledge on recognizing and reporting 
abuse. 
Karadag, Sonmez and Dereobali (2015), completed a study assessing early childhood 
(preschool) teachers’ ability to recognize signs that might be related to maltreatment of children 
in a Turkish setting. Their study included 197 public preschool teachers in the Izmir region of 
Turkey and utilized a two part questionnaire. Participants were recruited voluntarily and the main 
purpose of the study was to examine preschool teacher’s awareness of the possible signs of child 
maltreatment in terms of demographics related to their own parental status, previous training in 
child maltreatment, prior experience with maltreatment cases and job status. The findings 
demonstrated that a very small portion (12.7%) of the teachers had education about child abuse 
and neglect in general. Despite lack of education on child abuse and neglect, this study showed 
that factors such as having children resulted in higher test scores of recognition of maltreatment, 
t (195) = 2.776, p < .06. This was interpreted to mean that having children sensitized these 
teachers to signs and symptoms of abuse. Participants that had had previous education focused 
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generically on violence did not have test scores that differed from those without education on 
maltreatment, t (188) = -1.784, p > .05. Participants that had training specifically in maltreatment 
with titles such as “child abuse and neglect” or “violence and/toward children” had significantly 
higher scores for recognizing signs of abuse than those who did not have any maltreatment 
education, t (195) = 2.346, p < .05. Teachers with prior experiences with abused/neglected 
children had higher scores than teachers without any experience, t (195) = 3.558, p < .000. 
Lastly, comparison made based on teachers’ job positions and ability to recognize abuse 
and neglect showed that permanent teachers were better able to recognize signs of abuse than 
temporary teachers. Overall, based on the results the authors concluded that all preschool 
teachers in Turkey should be provided with education/training about maltreatment in children. 
In another study by Feng and Levine (2005), nurses were studied to assess their intention 
to report child abuse based on a new law that went into enactment. Among other factors, a theme 
similar to several other studies emerged. The theme being that there is a lack of knowledge 
regarding child abuse. In this study 80% of 1,400 nurses surveyed reported that they had never 
had any kind of child abuse training and 75% reported that the pre-service education (education 
received while in college) or in-service training (continuing education) was inadequate or non- 
existent. In addition only 60% had any idea of how to report child abuse if they suspected it. This 
study utilized a cross-sectional design and was conducted in three phases. Regarding knowledge 
of child abuse (recognition of) the mean knowledge score was M = 7.8 (SD = 1.91) out of a total 
possible score of 13. Nurses only answered 60% of the total items. When comparing variables 
related to nursing specialty and prior education in child abuse the following results were 
reported; ER nurses were more knowledgeable with regards to child abuse and reporting and 
nurses that had had pre-service education showed significantly increased knowledge in child 
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abuse (r = .08, p < 0.01). The final results of this study identified that many Taiwanese nurses 
underreport and that the results suggest need for more intensive pre-service and in-service 
training. The study identified that 80-87% of these nurses had never had any prior education on 
child abuse and of the nurses that had some previous education, 75-83% felt that the education 
was inadequate or completely absent. 
Kenny (2004), in a study designed to determine teachers’ self-reported knowledge of 
signs and symptoms of child maltreatment, found that teachers lacked awareness of the signs of 
child abuse and also did not understand reporting procedures. The study sampled 200 teachers of 
typically developing children (71%) and special needs children (29%) in a large, ethnically 
diverse, school in the southwest region of the US. The study utilized the Educators and Child 
Abuse Questionnaire (ECAQ). Participants were recruited at a teacher education workshop and 
completed the ECAQ questionnaire on site. Results showed that only 34% of teachers had 
received some previous pre-service (training received in college), and that of these 34%; 23% felt 
that it was adequately addressed, 43% felt that it was minimally addressed and 35% felt that the 
training was inadequate. Only 13% of teachers felt that they knew what the procedure was for 
reporting child abuse and that in general, they did not feel that they were knowledgeable of signs 
and symptoms of child maltreatment (approximately 42%). Using factor analysis, four factors 
were extracted, 1) Awareness of signs/symptoms of maltreatment, 2) Knowledge of how to 
report, 3) Attitudes towards discipline and 4) Seriousness of child abuse. Interestingly, teachers 
who had pre-service training of signs/symptoms of child maltreatment were significantly less 
likely (M = 3.93, SD = 0.65) to agree with being aware of signs/symptoms of maltreatment than 
those who had not had any training (M = 3.64, SD = 0.85, p < 0.01), results also suggested that 
those with pre-service training also seemed less knowledgeable about reporting processes. 
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Results also showed that teachers with previous experience reporting child abuse had higher 
scores regarding knowledge of the signs/symptoms of maltreatment (M = 4.24, SD = 0.79) and 
lower scores regarding attitude toward discipline, than those teachers who had never made a 
child abuse report (M = 3.67, SD = 0.72; M = 2.21, SD = 0.90, p < 0.05). Overall, this study 
demonstrated that teachers lack knowledge regarding identification of maltreatment and of 
reporting procedures in maltreatment. The results of this study also led to the recommendation 
that schools should have accessible and clearly written policies available for teachers (and all 
personnel) with regards to reporting child abuse and that training efforts on signs/symptoms of 
child maltreatment be initiated and maintained through college curriculums and in continuing 
education programs. 
Flaherty, Sege, Binns, Mattson, and Christoffel (2000) demonstrated that education about 
child abuse is of utmost importance. In their study of primary health care providers, they 
establish that providers that had some previous education in child abuse were more likely to 
report suspected abuse. In this study of 85 providers, 5% of children seen in their primary care 
offices that should have been reported for abuse but were not; the most common reason given 
was uncertainty of diagnosis. Providers who reported all suspected cases of abuse were 10 times 
more likely to have had some formal education on child abuse in the past 5 years (Odds ratio, 
10.3; 95% confidence interval, 1.7 - 63.1; p = 0.1 by Fisher exact test). This statistic 
demonstrates the importance of education and educating caregivers on the signs/symptoms of 
maltreatment. The providers in this study that had knowledge reported 100% of cases of 
suspected abuse. If all caregivers of maltreated children recognized abuse and reported, we as a 
community would be better able to serve these children. Overall, these studies have corroborated 
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that a lack of knowledge of the signs and symptoms of abuse and the reporting procedure has 
been identified across all professions that work with children. 
Project Purpose 
This educational program was offered to increase caregiver’s knowledge on maltreatment 
in disabled children and included informing caregivers on signs, symptoms and behaviors 
observed in children who are being maltreated to help promote earlier recognition, reporting and 
referral for services. Additionally a toolkit of resources was given to participants that included 
sources for reporting suspected abuse. 
Design and Methods 
Sample 
The target population for this capstone project was community caregivers of disabled 
children. Eligibility criteria for study participation included being an adult (age 18+) and that 
participants were currently care providers in the community for disabled children. Demographic 
data was collected on the pretest prior to the presentations and included questions related to the 
number of years working with children, highest educational level achieved, and what area of the 
community their work with disabled children was involved, either public schools, daycare, 
medical setting or other multidisciplinary team member settings such as social work or law 
enforcement. 
Sampling for recruitment of participants included brainstorming for ideas of community 
settings in which caregivers work with disabled children. A critical factor of sampling was to 
obtain a diversity of care settings so as to include a variety of caregivers to support the 
generalizability of study findings. The sampling method used was most consistent with a 
convenience sample. Recruitment consisted of telephone calls to school principals, human 
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resource supervisors, clinical/hospital supervisors/medical directors and daycare directors to 
request participation of staff that work with disabled children. 
Study Design 
This capstone project was a one group pretest/posttest quantitative design. An initial goal 
for the number of participants in this research study was 30 to 150 participants. The final number 
of study subjects was 95. All subjects completed the pre and posttest surveys. 
Several community settings were utilized for this project. Presentations took place in two 
elementary schools, one residential day program office, one child advocacy center in which a 
multidisciplinary team was involved and one daycare center. 
Project Implementation 
IRB approval for project implementation was obtained from a large healthcare system in 
the Midwest and the University of North Dakota. 
The presentation consisted of a 30-minute Power Point educational program presented to 
caregivers in a variety of community based settings in which care is provided for disabled 
children. The presentation described child abuse statistics nationally and locally to assist in 
caregiver awareness of the extent of maltreatment seen in typically developing and disabled 
children in addition to signs, symptoms and behaviors that can be observed in children who are 
being maltreated (Appendix F). These settings included day care centers, schools, a child 
advocacy center, and residential/day treatment centers. Each presentation was followed by a 15- 
minute question and answer session and a resource toolkit was given to participants. A pretest 
was administered prior to each presentation and a posttest was administered immediately 
following the presentation. Information regarding the pre/posttest surveys was supplied to the 
participants prior to the presentations and it answered questions regarding how the information 
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for the project was to be used and who to contact with questions or complaints and procedure for 
any problems that could result due to the sensitive nature of the presentation. 
A tool kit of resources was given to each participant at the conclusion of the 
presentations. Each toolkit consisted of a paper folder with printed handouts that included 
websites, phone numbers for child protection agencies for each county in North Dakota, child 
abuse reporting forms and other sources of information pertaining to keeping children with 
disabilities safe (Appendix E). The estimated time for the entire presentation including survey 
completion time and question and answer session was approximately 60 to 75 minutes. 
Completion and return of pre/posttests surveys implied that participants read the information 
provided and consented to participation in the project (Appendix D). 
Survey Tool 
The survey tools utilized were a pre and posttest survey in addition to a demographic 
survey. The pre/posttest survey was a pilot survey that was first used with this capstone project. 
Prior to project implementation, five individuals including a medical provider, statistician, 
mental health counselor and two non-medical adults read the presentation pre/posttest 
questionnaires for readability and errors. In the literature there were no identified, validated tools 
for use. Previous research consisted of piloted tools developed by the authors. Demographic 
information was gathered utilizing six questions attached to the pretest survey given prior to the 
presentation. The demographic survey collected information concerning years working with 
children in general, years working with children with disabilities, highest educational degree, 
specialty certifications or training, the area in the community in which the participant works with 
children (public school, daycare, day program, medical center or other area such as social work) 
and age of the children that the participant works with (Appendix C). 
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Ethics and Protection of Human Subjects 
Protection of human subjects for this capstone project was maintained by obtaining IRB 
approval from The University of North Dakota and a large healthcare system in the Midwest. 
This project met IRB status of exempt research.  
Privacy and confidentiality of data and participants was protected in the following ways. 
All information obtained through the pre/posttest questionnaires was non-identifying and 
anonymous. The amount of sensitive data collection was limited to only the amount needed for 
analysis. Paper records of the surveys were only accessible by the DNP student investigator and 
were kept in the researchers locked office. The original paperwork was shredded once data was 
transferred to the electronic spreadsheet. Data stored electronically for data analysis was only 
accessible by the DNP student investigator on a personal password protected computer. This 
study did not use any protected health information or medical record of any sort. The DNP 
student investigator followed the ethical principles for protecting participants. Risk in 
participation in this study was minimal. Due to the sensitive nature of some of the material that 
was presented, a hotline number was provided in the event that a participant felt they needed a 
resource to discuss feelings or thoughts regarding the presentation. Participation in this study was 
voluntary and participants had the right to not participate or leave the presentation at any time; 
this was clearly identified in the information sheet that was given to participants prior to the 
presentation and administration of the pretest. There were otherwise no major potential risks to 
participation in this study. Potential benefit of participation included increased knowledge in 
signs, symptoms and behaviors observed in disabled children who are or have been maltreated, in 





The proposed outcomes for this project were as follows: 
Objective #1: Increased overall community caregiver knowledge of maltreatment in 
disabled children. The objective process was met through the educational presentation and the 
objective outcome was measured by improvement in test score (correct answer) from pretest to 
posttest by at least 10% increase in change in knowledge. 
Objective #2: Increased knowledge of the signs and symptoms observed in maltreated 
disabled children. Objective process met through educational presentation. Objective outcomes 
measured by improvement in test score (correct answer) from pretest to posttest, specifically 
questions 1-8 by at least 10% increase change in knowledge. 
Objective 3#: Increased knowledge of common behaviors observed in maltreated 
disabled children. Process objective met through educational presentation. Objective outcome 
measured by improvement in test score (correct answer) from pretest to posttest, specifically 
questions 9-14 by at least 10% increase change in knowledge. 
Objective #4: Provide resources for reporting maltreatment and referral for services, 
process objective met through educational presentation. Objective outcome measured by all 
participants receiving a tool-kit at the end of the presentations which was a folder that contained 
various phone numbers, websites and other resources to assist with reporting and referral. 
Data Analysis and Interpretation 
Data were analyzed using Statistical Package for Social Sciences (SPSS). Data were re- 
coded by giving each answer to each test question an assigned numerical value. Data analysis 
was used to evaluate whether or not outcomes of the project were met utilizing changes in test 
scores from pretest to posttest. The first three outcome measures of the capstone project were 
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evaluated with this methodology. Additionally, there was a one-time question evaluating whether 
or not participants felt that their knowledge had been improved through the presentation. This 
was a simple analysis of assessing “yes” and “no” scores on the posttest. Analysis of data utilized 
a statistical model of frequency and the data element metric was the percentage change in correct 
answer from pretest to posttest. The final outcome of the project was not able to be assessed by 
data analysis as it was to ensure that participants had resources for reporting and referring cases 
of suspected maltreatment of disabled children. This was met by supplying each participant with 
a toolkit at the end of the presentation. 
Ninety-five pretest and posttest surveys were distributed and all 95 were completed and 
returned immediately following their respective presentations for a 100% response rate. Initial 
data analysis extracted from SPSS was in the form of frequency tables comparing pretest answer 
to posttest answer. Of the 14 questions that addressed knowledge of recognition of maltreatment 
in disabled children there was an improvement in score on 12 of 14 questions. The two 
remaining question scores remained either the same or correct answer score decreased from 
pretest to posttest. Question one addressed a general question on maltreatment. Questions 2-8 
addressed physical signs and symptoms observed in maltreatment, and questions 9-14 addressed 
behaviors observed in maltreatment (Appendix B). Question 15 was on the posttest only and 
addressed whether or not participants felt that this presentation increased their knowledge 
regarding the topic for which 93 of 95 (97.9%) indicated yes, 1 of 95 (1.1%) indicated no, and 1 
of 95 (1.1%) indicated they were not sure. 
Question one: Do you feel that you could recognize signs, symptoms and/or behaviors of 
maltreatment in disabled children? On the pretest, 41 of 95 of subjects (43.2%) responded yes; 
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on the posttest, 86 of 95 (90.5%) of subjects responded yes. This indicates a 110.0% increase in 
confidence to identify maltreatment. 
Question two: Do bruises always indicate abuse? On the pretest, all of the subjects 
indicated no, which was unchanged on posttest, thus indicating no change in knowledge as a 
result of the research intervention. 
Question three: Bruises that are most likely due to accidental injury are commonly seen 
where on the body? On the pretest, 91 out of 95 (95.8%) of subjects identified the correct answer 
of shins, knees, elbows and forehead; on the posttest, 92 of 95 (96.8%) of subjects chose the 
correct answer of shins, knees, elbows and forehead. This indicated an incrementally small 
(1.1%) increase in knowledge on this question. 
Question four: Are patterned bruises more commonly seen in accidental injury or abuse? 
On the pretest, 73 of 95 subjects (76.8%) chose the correct answer of abuse; on the posttest, 93 of 
95 (97.9%) of subjects chose the correct answer of abuse. This demonstrates an increase of 
27.4% of correct answer indicating an increase in knowledge on this question. 
Question five: What condition can mimic bruising in children? On the pretest 7 of 95 
subjects (7.4%) chose rash, 45 of 95 (47.4%) chose Mongolian spots, and 2 of 95 (45.3%) 
indicated that they were not sure. Posttest 2 of 95 subjects (2.1%) chose rash, 92 of 95 (96.8%) 
chose Mongolian spots and only 1 of 95 (1.1%) indicated that they were unsure. Subjects who 
chose the correct answer, Mongolian spots, showed an increase from pretest to posttest by (100.4 
%). 
Question six: Is it important to consider cultural background when assessing bruising? 
Pretest subjects’ yes answers were 47 of 95 (49.5%); on the posttest for which the correct answer 
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was yes, 92 of 95 (96.8%) of subjects chose the correct answer. This indicates an increase in 
knowledge by 95.7% from pretest to posttest on this question. 
Question seven: Are burns to the top of the hand typically more suspicious for abuse in 
younger children? On pretest 57 of 95 (60.0%) subjects chose the correct answer, yes; posttest 
subjects’ yes answers were 93 of 95 (97.9%) which was a 63.2% increase from pretest to posttest 
on this question. 
Question eight: Are there always physical abuse signs observed when a child has been 
sexually abused? On the pretest, 88 of 95 (92.6%) of subjects indicated no (the correct answer), 
and on the posttest, 90 of 95 (94.7%) subjects chose the correct answer, thus indicating an 
increase of 2.3% from pretest to posttest on this question. 
Question nine: What behaviors might a child display if they have been sexually abused? 
On the pretest, 80 of 95 (84.2%) of respondents chose sudden onset of nightmares, or changes in 
sleeping pattern/difficulty sleeping (the correct answer); on the posttest, 92 of 95 (96.8%) chose 
the correct answer, thus indicating a 15.0% increase in knowledge on this question. 
Question 10: What other behaviors might be displayed by children who have been 
abused? On the pretest, 88 of 95 (92.6%) of subjects chose depression, withdrawal, or mood 
swings (the correct answer), and on posttest, 94 of 95 (98.9%) subjects chose the correct answer. 
This shows an increase of (6.8%) from pretest to posttest of subjects choosing the correct answer. 
Question 11: Sudden regression to childlike behaviors such as bed-wetting and thumb- 
sucking may be displayed by children who are being abused? On the pretest, 82 of 95 (86.3%) 
chose yes (the correct answer); on the posttest, 91 of 95 (95.8%) chose yes, which shows 
increase of 11.0% in knowledge from pretest to posttest on this question. 
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Question 12: Should caregivers be suspicious of every bruise and atypical behavior that a 
child has or displays. On the pretest, 54 of 95 (56.8%) chose no (the correct answer); on the 
posttest, a decrease to 52 of 95 (54.7%) chose no (the correct answer). Sample data suggest that 
this question is an outlier because it reflects a 3.7% decrease in knowledge. 
Question 13: If a child does not receive routine and/or needed medical and dental care, 
this is considered a form of maltreatment? On the pretest, 72 of 95 (75.8%) of subjects answered 
yes (the correct answer); on the posttest, 94 of 95 (98.9%) of respondents answered yes. This was 
an increase of 30.6% of subjects choosing the correct answer to this question. 
Question 14: Should a caregiver be concerned if a child shows unusual interest in or 
knowledge of sexual matters beyond what would be expected for their developmental age? On 
the pretest, 84 of 95 (88.4%) answered yes (the correct answer); on the posttest, 92 of 95 (96.8%) 
of subjects answered yes. This was 9.5% increase in knowledge of this question. 
This capstone project demonstrated significantly that providing education for caregivers 
on the signs, symptoms and behaviors of maltreatment increased their ability to feel prepared to 
recognize maltreatment. Just over ninety-seven percent of participants indicated that this 
presentation improved their knowledge base. All participants left the presentations armed with 
resources to report and refer maltreated children for services. 
Demographic Data Summary 
Demographic data collected demonstrated that the majority of participants (33.7%) have 
been working with children for 21+ years. Participants working with disabled children indicated 
that the majority of them (32.6%) have been working with these children for 6 to 10 years. The 
majority of participants had a Bachelor’s degree (56.8%), (30.5%) had a Master’s degree and 
(5.3%) had at least completed high school, (4.2%) have some college and (3.2%) have an 
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Associate’s degree. A small percentage of participants (4.3%) had additional training in Crisis 
Prevention Intervention (CPI) and Cardiopulmonary Resuscitation (CPR) was the next most 
common training at (3.2%). There were at total of 18 different trainings or certifications that 
participants identified. The largest percentage of participants (62.1%) worked in the public 
school system. There were (2.1%) that identified as working in medical facilities, (12.6%) in 
daycare, (1.1%) work in a group home, (7.4%) work in a day program and (14.7%) listed other, 
with the most common job title observed being social worker. The majority of participants 
(70.5%) work with children aged 5 to 12 years old. 
Discussion 
The results of this capstone project indicated that participants felt they gained knowledge 
on this topic. This was evidenced by increases in change in knowledge from pre to posttest 
scores by the predetermined number of 10%. This number was arbitrarily chosen as literature did 
not reveal any particular recommendations for increase changes in knowledge with this type of 
educational project. Participants were also given an option to provide a “yes” or “no” answer as 
to whether they felt this presentation enhanced their knowledge. This was reported with an 
overwhelmingly positive response of (97.7%) indicating that it had. Additionally each participant 
left their respective presentation with a toolkit of resources that provided the information needed 
to report maltreatment and make referral for services. During the question and answer sessions, 
many participants voiced that they had never had training of this sort and were greatly 
appreciative of the opportunity to increase their knowledge. Overall for all questions 1-14, there 
was an average increase in change in knowledge of 33.52%, specifically for questions 1-8 there 
was an average increase in change in knowledge of 50.01% and in questions 9-14, the increase in 
change in knowledge was 11.53%. 
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A majority of the literature reviewed assessed frequency of reporting of maltreatment by 
caregivers and investigated the reason that there was a lack of reporting. These study results 
demonstrated the recurring themes of lack of education on signs, symptoms and behaviors 
observed in maltreatment and lack of knowledge on reporting and referral procedure (Flaherty, 
Sege, Binns, Mattson, & Christoffel, 2000; Karadag, Sonmez & Dereobali, 2015; Kenny, 2004; 
Lazenbatt & Freeman, 2005). This capstone project compliments previous research findings and 
has identified a local knowledge deficit regarding the ability of caregivers in Burleigh County to 
recognize and report maltreatment. 
One unexpected finding in this project was with survey question number 12 which was 
found to be an outlier. The survey asked a “yes” or “no” question of whether caregivers should 
be suspicious of every bruise and atypical behavior that a child may display. On the pretest 
(32.6%) of participants indicated “yes”, which was incorrect and this percentage increased to 
(43.2%) on the posttest. The correct answer was “no”, which on pretest (56.8%) of participants 
answered correctly but on posttest this decreased to (54.7%). This showed a decrease in 
knowledge percentage change by (-) 3.7%. The DNP student investigator suspects that these 
results may be associated with poor wording choice in the item which perhaps created confusion 
in understanding the survey question. 
The results of this capstone project did support the use of the theoretical framework of the 
Theory of Community Empowerment. The community members were made aware of a problem 
and the impact that it has on their community. Action was taken by the community members 
through involvement in an educational program provided by a health care professional to 
increase their knowledge on the identified problem and how to address this in their community. 
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This increase in knowledge functions as the empowering element that allows the community to 
improve the health of the children and the community overall. 
Strengths and Limitations 
Several strengths and limitations were observed with this capstone project. Strengths 
included that this capstone project utilized a variety of community caregivers of disabled 
children presented in a variety of community settings allowing for generalizability. As evidenced 
by the results of the survey and comments by participants, this project met needs that community 
caregivers felt were lacking. Limitations of this project included that the majority of the 
participants identified themselves as teachers in public schools therefore this did make the 
population more homogeneous which could make results less generalizable. Other limitations 
included a small sample size which could result in a large sampling error which would reduce the 
power of these results (Polit & Beck, 2012). The survey tool used was piloted for this project and 
has no established reliability or validity at this time beyond this capstone project. However, the 
tool was assessed for readability and errors by a committee member, statistician, medical 
provider and two other adults recruited by the investigator. Additionally, in retrospect, the 
participant survey did not assess previous training in abuse of children or comfort in reporting 
and this may have allowed for more meaningful understanding of results. 
Implications and Future Directions 
This capstone project as a pilot has demonstrated the importance of being aware of 
maltreatment in children. Furthermore, it paves the way for continued research in other 
communities in assessing the awareness of maltreatment of disabled children, identifying if 
caregivers feel they have the knowledge to recognize maltreatment and whether they have the 
resources in place to report and refer children for services. The enhancement of an educational 
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program to include a “toolbox” of resources was positively received by all study participants and 
would be a recommendation to include in future programs. Continued research that demonstrates 
that caregivers of children benefit from educational programming related to early identification 
of maltreatment will improve the lives of disabled children and will hopefully result in future 
funding to support these educational programs so as to impact broader groups of all caregivers of 
children. Recommendation for future research related to use of this survey tool would be to work 
with a methodologist to determine reliability and validity. Additionally adding a pretest question 
inquiring whether participants had received previous training on maltreatment in children would 
add to the understanding of importance regarding lack of caregiver knowledge on the topic. 
Particular to this project, in the future, a retrospective design study to identify if there are 
statistical changes in the data of the CAC partnered in this research would be of importance to 
understand if the program had an effect on caregiver reporting through observation of changes in 
data that demonstrate an increase in the number of maltreated children being identified as 
disabled. Additionally this project has the support of the local CAC and the organization that it is 
affiliated with to proceed with continued community education.  
Conclusion 
Findings in this DNP capstone project demonstrated that providing an educational 
program did improve test scores from baseline assessment to posttest and did so by the goal of at 
least 10%. Through education and collaboration of community and interdisciplinary teams we 
can improve health, safety and welfare of children. Increasing factors, such as educational 
programs and other public health endeavors can improve the recognition of abuse. Preventing 
child maltreatment means influencing behaviors in individuals, families, neighbors. To ensure the 
health and safety of all children, policy changes will need to focus on prevention strategies such 
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as this capstone project. Education can change attitudes, ideas and misconceptions allowing us to 





























Data Collection Survey 
 
Please choose one answer for each question 
 
1. Do you feel that you could recognize signs/symptoms and/or behaviors of maltreatment 
in disabled children? 
A. Yes. 
B. No 
C. I am not sure. 
 
 
2. Do bruises always indicate abuse? 
A. Yes 
B. No 
C. I am not sure. 
 
 
3. Bruises that are most likely due to accidental injury are commonly seen where on the 
body? 
A. Shins, knees, elbows, and forehead. 
B. Cheeks, neck, buttocks, and back. 
C. Shins, knees, genitals, face. 
D. I am not sure. 
 
 
4. Are patterned bruises more commonly seen in accidental injury or abuse? 
A. Abuse. 
B. Accidental injury. 
C. I am not sure. 
 
 
5. What condition can mimic bruising in children? 
A. A rash. 
B. Mongolian spots. 
C. I am not sure. 
 
 
6. Is it important to consider cultural background when assessing bruising? 
A. Yes. 
B. No, it is always abuse. 
C. I am not sure. 
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7. Are burns to the top of the hand typically more suspicious for abuse in younger children? 
A. Yes. 
B. No. 
C. I am not sure. 
 
 
8. Are there always physical signs observed when a child has been sexually abused? 
A. Yes. 
B. No. 
C. I am not sure. 
 
 
9. What behaviors might a child display if they have been sexually abused? 
A. Sudden onset of nightmares, or changes in sleeping pattern/difficulty sleeping. 
B. Increased watching of television and increased time playing videogames. 
C. Telling parents “I love you”. 
D. I am not sure. 
 
 
10. What other behaviors might be displayed by children who have been abused? 
A. Happy and joyous all of the time. 
B. Increased talking, laughing and joking. 
C. Depression, withdrawal, or mood swings. 
D. I am not sure. 
 
 
11. Sudden regression to childlike behaviors such as bed-wetting and thumb-sucking may be 
displayed by children who are being abused? 
A. Yes. 
B. No. 
C. I am not sure. 
 
 









13. If a child does not receive routine and/or needed medical and dental care is this considered a 
form of child maltreatment? 
A. Yes. 
B. No. 
C. I am not sure. 
 
14. Should a caregiver be concerned if a child shows unusual interest in or knowledge of 
sexual matters beyond what would be expected for their developmental age 
A. Yes. 
B. No. 
C. I am not sure. 
 
15. I feel this presentation has increased my knowledge regarding signs/symptoms and 
behaviors of maltreatment/abuse in disabled children. (Answered on post-test only) 
A. Yes. 
B. No. 
C. I am not sure. 
Participant Demographics   (Answered once only on pre-test). 
 
1. How many years have you worked with children? 
A. 0 to 5 years. 
B. 6 to 10 years. 
C. 11 to 15 years. 
D. 16 to 20 years. 
E. 21 + years. 
F. I am not sure. 
 
 
2. How many years have you worked with children with disabilities? 
A. I have never worked with children with disabilities. 
B. 0 to 5 years. 
C. 6 to 10 years. 
D. 11 to 15 years. 
E. 16 to 20 years. 
F. 21 + plus years. 





3. How many years of education have you completed? Please select highest attained. 
A. Completed middle school. 
B. Completed high school. 
C. Some college. 
D. College degree—Associate’s. 
E. College degree—Bachelors. 
F. College degree—Master’s. 
G. College degree—Doctorate. 
H. I am not sure. 
 
 
4. Do you have any specialty certifications/training? 
Please list   
 
5. In what area do you work with children? 
A. Medical facility (hospital/clinic). 
B. Daycare 
C. Public school. 
D. In a home setting (care aide). 
E. Group home. 
F. Day program. 
G. Other/NA. Please list   
H. I am not sure. 
 
6. What is the age of children that you work with? 
A. Less than 2 years old. 
B. 2 to 4 years. 
C. 5 to 12 years. 
D. 13 to 18 years. 
E. 18-21 years. 
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